MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-009532
DSPA!'I‘M_EIV!‘IT éF PuaLic ,-IEA_LTH ..\'ND I 7- _J'_ Feimary Registation Disrict No‘g?j&hgmu” No. z &____ "STATE FILE NUMBER

DO NOT WRITE Registration District No
ON THIS Stus

1. PLACE OF DEATH 2. USUAL RESIDENCE [Where deceased lived. Hinstitution:" Residenca before
a. COUNTY i a. STATE b. ' COUNTY -
Linn , , Mo, Linn
b. C{I)'I';Y {If outside corporate limits, give TOWNSHIP only) Length of stay .in 1b . CIT‘! Inside Limits
TOWN Brookfield 10 days own Brookfield - _ YesX] No'Od

c. FULL.NAME OF {if NOT in_hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL QR ADDRESS ’

WstiUtioPe rgh ing Memorial Hosp.|Ye& %o, 137 East Robard YeO No K
3. NAME OF DECEASED Firat: Middle Last 4. DOA":I'E ] Menth Day - Yoar

[(Type:or print) A - .
Thelma - Jane MeKenzie - DA February 8, I9
-5, SEX &. COLOR OR RACE 7. Mairied [1  Maver Married [1' 8. }%m fBII‘!TH 9. AGE(last birthday} | (F:UNDER T YEAR IF UNDER 24 HR

TFemal e Whit e Widawd =X Divorced [, 900 A2 VIrs. Mgnhs I Ds;«_: ,Hours,[ Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR:INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mogt of working life; even'if retired) ' :

Housewife and gook Restaurant Bevier, Mo, U.S,
“13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME ' ‘[ 4. NAME OF HUSBAND. OR WIFE
James Howard Walden Ada Belle Skinner : Ray UcKenzie

15, "WAS DECEASED EVER IN U.S. ARMED FORCES 16. SOCIAL SECURITY NO. |17. INFORMANT . Address

Yes, no, ot unknow ¥ yés, gi dates off
(Yes, .no, o own) 1 (If yés, give war or datés o 79 ].!iI‘S. Dor ‘thy Hayen,Brookfleld,uo.

18. CAUSE OF DEATH (Enter.only one causs pe INTERVAL- BETWEEN
PART I. DEATH 'WAS CAUSED:BY: ] "QNSET AND DEATH .

« IMMEDIATE: CAUSE(a) '22

vss,".s:":::;';.:"v-‘ o0 o A '- 4 4 4/ Broasmat L st | 3o oy
] buETO ) _ RN ' /M@dmg/dé, /7749/

asbove cauze' (a),
stating the  under-
lying cauvse .|ast,
PART [I. OTHER SIGNIFICANT- CONDITIONS CONTRIBUTING TO DEAT but: not related to; the termmal PART 1H. #f dee © was  female. wa:
.disease condllmn given in PART:| {a} ereaifregnancy in last 99 days
Il:i-Yes I O Ne | - Unknowi

19. WAS AUTOPSY | 20a. AGCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter. nature of:injury in PART-1 or PART 11 of item 18}
e

"20c. TIME OF _ Houf Manth, Day, Year |
INJURY  am.
p.m.

20d. INJURY OCCURRED. 20e. PLACE OF INJURY {e.g., in or ubouf home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ .farin, ' factory, street, offica’bldg;, ete.} E
NOT WHILE AT WORK ]

21, | dttended the: d szrnfn_ / /—. / - ‘ t - u.Land last Hw_h'ﬂllvﬁ on s i I

Death - occurred  at. 5 345 P * m on the.date stated above, snd to the best of :my knowledge,. frnm the: causes sfated.

*2Za. SIGNATURE Z é i {Degran, or t-ﬂ? M _ m..munzg MW

"23a. BURIAL, CREMATICN, [ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY "Z3d. LOCATION (City, town, or county)
REMOVAL (Specify) - £ N o M
Burlgyl Feb, I0,7943 New Camhrig ccmetely ew Cambtia, Mo,

X ADDRESS . 35, DATE.RECD. BY LOCAL REG. | 26, MEGISTRAR'S SIGNATURE

% 2/10/63 cceta_ (e

on’Reverse Slde)

VS 300
Rev. 4/59
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- :MEDICAL CERTIFICATION

USE BLACK. INK
OR
TYPEWRITER RIBBON.

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




¥ <

. STATEMENT BY lICEN‘SED EMBALMER

£-%

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed .by me, 4

.Ur Studant Ermbrtrmer—No— —

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer No

P. O. Addresm %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with _the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




